Six cases of ocular perforation after peribulbar anaes thesia are reported. They were referred to onr vitreo retinal unit from other hospitals over a 6 week period.
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Some recent reports of ocular perforation with peri bulbar anaesthesia suggest a good prognosis. In this series' aU six required surgical intervention and most cases associated with a retinal detachment had a poor outcome. This study highlights the dangers of ocular perforation and emphasises the need for supervised training of peribulbar anaesthesia and early referral should ocular perforation occnr.
Ocular perforation is a well-recognised but uncom mon complication of peribulbar anaesthesia. We present a series of six patients referred from other hospitals to our vitreo-retinal unit between 19
December 1994 and 25 January 1995. We document their progress and visual outcome.
METHODS
During a 6 week period six patients were referred with ocular perforation resulting from peribulbar Imaesthesia. These were followed prospectively, :recording the treatment they required and the visual outcome.
All patients had peri bulbar anaesthetics adminis tered by consultant anaesthetists. Details of the anaesthetic technique used were obtained from the referring surgeon, who, if necessary consulted with his or her anaesthetic colleague. In every case a two injection peribulbar technique had been used, with the first injection given at the lateral third of the tower orbital rim via a transcutaneous approach. A 'tecond injection was given either at the medial third ' Of the upper orbital rim through the upper lid using the standard peribulbar technique described by ' at the inner canthus. In all cases a 25 mm 25 gauge sharp needle was used. The ocular perforation was not noticed at the time of administration of the local anaesthesia and all operations proceeded without further complication.
RESULTS
Of the six patients sustaining ocular perforation from local anaesthesia there were four women and two men with ages ranging from 71 to 81 years (mean 76 years). All had undergone peribulbar blocks. 
Patient 1
A 78-year-old woman with a dense left cataract and pre-operative visual acuity of 6/60 underwent extra capsular cataract surgery. A vitreous haemorrhage was noted on the first post-operative day, the retina was recorded as flat and the surgeon considered that the haemorrhage was old. At referral on the 36th post-operative day the vision was hand movements and there was a sub-total retinal detachment with PVR stage CP 4 (updated Retina Society Classifica tion) ( Fig. 1 ). At surgery a posterior perforation site near the optic disc was seen but no anterior perforation site was identifiable. After vitrectomy, membrane peel, silicone oil and encirclement the retina was anatomically flattened (Fig. 2) . Corrected visual acuity at 1 year was 6/60 .
Patient 2
A 71-year-old man with pre-operative visual acuity lye (1996) 10, 533-536 © 1996 Royal College of Ophthalmologists of 6/6 underwent trabeculectomy. Vitreous haemor rhage was noted on the first post-operative day.
Two weeks post-operatively two linear scars were noted superiorly and identified as needle injury sites (Fig. 3) . The retina remained flat and visual acuity 6/6. On day 57 a retinal detachment was noted and the patient was referred. A retinal 'U-tear' well away from the perforation site was identified and the Visual field examination revealed an arcuate defect corresponding to axonal disruption by the needle tip.
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DISCUSSION
The classic peribulbar technique as described by The generally poor outcome in this series contrasts with the results from some other series6,7 and can be
